Abstract. Sialolipoma affecting the salivary glands is an uncommon lipoma variant com
INTRODUCTION
T he term sialolipoma was fi rst introduced by Nagao et al. [1] . In their work, Nagao and colleagues [1] had established that sialolipoma is a distinctive histological variant of lipoma characterized by benign salivary gland parenchyma intimately admixed with mature adipose tissue. The term sialolipoma was accepted in the 2005 World Health Organization (WHO) Classification of Head and Neck Tumors [2] . Since then, there have been reported more than 60 cases [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] .
Although a lipoma is a common benign soft tissue tumor and frequently developed in the head and neck region, it rarely occurs in the salivary gland. Sialolipoma accounts for less than 0.5% of all neoplasm of the parotid gland [3] .
CASE PRESENTATION
A 40 years old female patient presented with swelling over the left parotid region for three years. The swelling had been progressively increasing in size, with no other associated symptoms. She denied dysphagia, odynophagia, hoarseness and facial numbness. There was also the absence of a history of constitutional symptoms, nasal obstruction, epistaxis or hemoptysis. Examination revealed a well-demarcated solitary soft mass of 2 cm x 2 cm in size, which was not tender, mobile on palpation and overlying the parotid tail region. Systemic examination of the head and neck region was otherwise normal.
She underwent two fi ne needle aspiration procedures, but the cytopathological results were both inconclusive. Computed tomography reveals a fairly well-defi ned lesion with Hounsfi eld unit (HU) of fat density at the posterolateral aspect of the left parotid tail (Figure 1 ). The lesion had no demonstrable contrast enhancement. It, however, exerts mass effect on the underlying deep cervical fascia. No extension to the adjacent structures was noted. Radiological features were consistent with lipoma of the parotid gland.
As she was concerned with the increase in the size of the mass, she was treated with right superfi cial parotidectomy with facial nerve conservation. Examination of the gross specimen showed a pale yellowish soft mass measuring 38 mm x 30 mm x 20 mm overlying the left parotid tail region. Microscopic examination revealed mature adipocytes surrounding salivary ducts and acini (Figures 2 and 3) . The fi nal diagnosis of sialolipoma over the left parotid gland was, therefore, being made.
She was followed-up one week after the surgery and a left facial nerve palsy grade 4 was observed. During the second follow-up one month later, the facial nerve palsy had improved to grade 3. In both of the follow-up sessions, there was no evidence to suggest recurrence of the disease. The patient defaulted her follow-up after that. 
DISCUSSION
Earlier work by Nagao et al. [1] demonstrated that sialolipoma shows a slight male predilection (male: female ratio = 1.75:1). Later publications with bigger sample size managed to establish the demographical differences between patients suffering sialolipomas affecting the major and minor salivary glands [4] [5] [6] [7] . Major salivary gland sialolipoma is more frequent in males than females (male: female ratio = 2:1.3) with an average age at the time of diagnosis of 42 years (standard deviation ± 25). Minor salivary gland sialolipoma showed female preponderance (1.8:1 female: male ratio) with age average at the time of the diagnosis of 60.3 years (standard deviation ± 15.5) [7] .
Generally, sialolipoma is commonly seen in an adult with wide age of distribution between 27 to 84 years (mean, 61.6 years) [4] . Nevertheless, it may also occur in children. Kadivar and colleagues [3] reported the fi rst case of congenital sialolipoma in a 3-year-old female infant who also had a family history of congenital anomalies and a single palmar crease. Bansal B et al. [8] reported the second case of congenital sialolipoma in an 11-year-old boy presented with a gradually increasing mass (since birth) in the left parotid region.
Of all the salivary glands, the parotid gland is the most common site affected. Other anatomic sites include submandibular gland, soft palate, hard palate, tongue, buccal mucosa, floor of the mouth, buccal sulcus, retromolar pad and lower lip [1, [4] [5] [6] [7] . There was no report of multifocal sialolipoma or bilateral occurrence.
The typical presentation of sialolipoma is slow-growing, soft, mobile and painless swelling at the affected glands. Symptoms may be present for a long time, from 2 months to 11 years [4] [5] [6] [7] .
Upon microscopic examination, sialolipoma exhibit a unique feature; a well-circumscribed, often encapsu-lated mass, composed of benign, neoplastic, adipose tissue with scattered foci of generally atrophic, nonneoplastic, salivary gland acini and ducts contained within the lipomatous proliferation [4] . The fatty component predominates over the epithelial elements (> 20-90%). Another common fi nding in sialolipoma is foci of sebaceous metaplasia commonly associated with variable periductal inflammation and fibrosis. However, oncocytes are usually absent [12] . All the above characteristics differentiate sialolipoma from other lipomatous lesions such as true lipoma, adenolipoma, lipomatosis, fi brolipoma, spindle cell lipoma and pleomorphic adenoma with an extensive fat constituent [1] [2] [3] [4] [5] [6] [7] [8] [11] [12] .
The pathogenesis of sialolipoma is still not clearly understood. One hypothesis proposed by Akrish et al. [9] is that the pathogenesis of sialolipoma may be associated with some form of salivary gland dysfunction, leading to altered salivary gland confi guration.
Both CT and magnetic resonance imaging (MRI) are useful in characterizing lipomatous lesion of the parotid gland and help in differentiating it from common differential diagnosis of sialolipoma such as lipoadenoma, pleomorphic adenoma, and well-differentiated liposarcoma. These imaging modalities are found to be superior to ultrasonography in defi ning the exact location and texture of the lesion [7, 11] . MRI, however, provides a better soft tissue differentiation. It is also more accurate in the evaluation of the tumoral extension and characterization of uncommon lipomatous lesion of the head and neck. The use of intravenous gadolinium will better depict the margin of the lesion and outlines its vascular supply [10] . Large lesion (> 5 cm), rapid enlargement, signifi cant enhancing soft tissue components, thick or nodular septa, a location deep to the fascia are red fl ag features of malignant lesion that should be kept in mind in the diagnosis of lipoma [13] .
In general, sialolipoma appears as a well-circumscribed lesion during high-resolution CT or a high-intensity MRI [11] . On the other hand, Cappabianca et al. [10] reported 2 cases of sialolipoma of the parotid gland in which both CT and MRI showed no characteristic signs. The radiological interpretation was "simple lipoma", but histology revealed sialolipoma [10] .
Fine needle aspiration, which is the fi rst line procedure in diagnosing major salivary gland lesion offers little diagnostic value, as its accuracy is less than 50% in lipomatous tumors [7] . In addition, the result obtained may not be conclusive and offers little value for the busy clinicians in their decision for any defi nitive management. Therefore, the combination of fi ne-needle aspiration (both positive and negative fi ndings) and CT or MRI fi ndings should be taken together for the clinician to consider the probability of a lipomatous tumor of the parotid gland. However, it should be pointed out that both modalities cannot distinguish between benign and malignant lesions with certainty.
The recommended treatment of sialolipoma is surgical excision. Most of the reported cases showed no local recurrence and no malignant transformation [1, [3] [4] [5] [6] [7] [8] [9] [10] [11] .
CONCLUSION
Sialolipoma of the parotid gland is an uncommon tumor and clinicians may not be aware of this distinct entity. Diagnosis is set mainly by imaging studies, of which CT or MRI has shown an excellent accuracy in defi ning the location and texture of the tumor. The recommended treatment of sialolipoma is surgical excision whereby no malignant transformation or recurrences have been reported.
